A male patient with a bicuspid aortic valve associated with severe aortic stenosis and a dilated aortic root underwent a Bentall procedure. Apart from the aortic pathology, no other abnormalities were detected by a preoperative transesophageal echocardiography (TEE) examination. After an otherwise uncomplicated surgical procedure, the patient's heart was deaired using standard maneuvers, including manual cardiac agitation and conventional aspiration of the aortic root vent and left ventricular vent inserted during the operation via the superior pulmonary vein. After the de-airing, a hypoechoic structure suggestive of atrial thrombus was seen in the left atrium (LA) using TEE ( Figure A) .
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The surgeon was informed of the unusual finding, and on direct visual inspection of the heart, it was confirmed that the left atrial appendage (LAA) had become intussuscepted and inverted inside the LA. Weaning from cardiopulmonary bypass (CPB) was attempted in order to re-establish normal LA pressures and thus revert the appendage to its normal position. Nevertheless, this attempt was unsuccessful, and application of a Valsalva maneuver also failed. Accordingly, during a brief return to CPB, the tip of the LAA was grasped with Russian tissue forceps and reverted to its normal anatomic position, which was confirmed with a repeat TEE examination ( Figure B) . Although inversion of the LAA appears to be a relatively benign surgical phenomenon, there is a potential for complications, such as necrosis and rupture, that can lead to pericardial tamponade 1 as well as obstruction to left ventricular inflow at the mitral valve. 2 The possible cause for the intussusception was likely due to excessive negative pressure applied to the left ventricular vent, either during the procedure or with its removal, or possibly by digital insertion during the de-airing maneuvers. The sustained intussusception of the LAA, even after weaning from CPB, could have been due to a relatively narrow neck of the LAA. 3 A post-procedure TEE examination can facilitate early detection and rapid correction of this complication.
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